Residency training is an essential phase of metamorphosis in the life cycle of a medical student that marks the transformation of a theoretical generalist into a practically oriented specialist gearing up to assume personal responsibility for patient care. Over the years, the process of surgical training has evolved from an unstructured apprenticeship of unlimited duration in the distant past, and a more organized Halstedian pyramidal model in the 20 th century, to the current standardized rectangular model with defined timelines. [1, 2] However, the essential Halstedian concept "See one, do one, teach one" continues to be ingrained in our residency training.
About 60% of ophthalmic residency training in India is in the domain of government-run organizations, and the rest in private facilities. Training is imparted in varied settings -national institutes, regional institutes, medical universities, medical colleges, private institutes, and private hospitals, in rural and urban locations. Goals, culture, commitment, willingness to change, and the agility to implement change vary widely, and that often reflects in the quality of the output. Can we change this? Can we ensure that we produce safe and conscientious specialists uniformly with an ideal set of skills, knowledge, and attitude with optimal proficiency in all the domains of patient care? Can we do this despite all the ills that the system suffers?
Change for the better is driven more by the motivation and interest of the training imparters to excel and less by the threat of regulatory authorities. We also realize that quality teaching and learning can be accomplished even in the absence of state-of-the-art equipment by incorporating some of the Accreditation Council for Graduate Medical Education (ACGME) concepts of supervised training and graded and progressive responsibility. [3] In every residency program, it is possible to provide an environment of teaching and learning by facilitating the residents to have "direct patient interaction under the guidance and supervision of faculty who give value, context, and meaning to those interactions" as envisaged by the ACGME. [3] "As residents gain experience and demonstrate growth in their ability to care for patients, they may assume roles that permit them to exercise those skills with greater independence" [3] and start imparting training to their juniors, thus relieving some pressure off the faculty. The ACGME states that "supervision has the goals of assuring the provision of safe and effective care to the individual patient; assuring each resident's development of the skills, knowledge, and attitudes required to enter the unsupervised practice of medicine; and establishing a foundation for continued professional growth." [3] While the numbers are important in surgical training, the foundation can be laid at wet laboratory training and by supervised step-by-step surgical exposure. Incorporation of these elements may reduce the dependency on "numbers" to gain confidence in surgical skills. Incorporation of the International Council of Ophthalmology OSCAR modules could make the surgical skills' evaluation process more objective. [4] Residents have a major role to play in having their training transformed into a holistic experience by incorporating the six ACGME elements -medical knowledge, patient care, interpersonal and communication skills, professionalism, practice-based learning and improvement, and systems-based practice. [5] Their current conditioned and hypertrophic cataract-centric focus should give way to an open-minded intensive learning of comprehensive ophthalmology, and cherry-picking of "commercially viable" skills should change to a more broad-based approach. With the availability of vast and well-curated online resources, there is no excuse not to self-learn and fill in for any deficiencies in the training. They should aim to become good comprehensive ophthalmologists with essential surgical skills to be able to take care of about 80%-90% of patients that they may see as primary care ophthalmologists. An excellent foundation of comprehensive ophthalmology is essential to further build subspecialty skills.
Individual department heads and the residency training coordinators need to muster the will to change and lead the change. The increasing commercialization has resulted in a constraint in the time available for the teachers to teach. However, if their primary responsibility is to teach, time has to be found to accomplish it. Subtle reorganization within the department, time management, motivating the young faculty with an aptitude and interest to teach, and making them coordinate the teaching program, one-to-one mentoring of residents, having a fixed-time daily teaching schedule, all help in any given situation.
The All India Ophthalmological Society (AIOS) has invested time and energy into developing a common national curriculum for residency training. Instead of waiting for the wheels of the regulatory authorities to move to implement this curriculum, each program could voluntarily incorporate the essential aspects into their existing training modules. We will elaborate more on the
